INTRODUCTION
Pure trapezio-metacarpal dislocation is a rare hand injury. 1 Epidemiologically, it accounts for less than 1% of all hand traumas. The lesion is usually due to an axial force transmitted through partially flexed thumb, forcing the joint to deflect dorsally. Dislocation occurs in dorsal direction due to volar part of the ligament being thicker and stronger. Optimal treatment strategy for traumatic Trapezio-metacarpal dislocation remains controversial. 2 Closed reduction and cast, open or closed reduction with temporary K-wire fixation, and dorsal capsule and ligament reconstruction have been used to stabilize the joint. However few cases have been reported in the literature.
CASE REPORT
A 23 years old male presented to emergency department, one hour after sustaining injury to his right thumb, when he fell down from his motorcycle. He fell down on the outstretched hand. Patient felt excruciating pain in the thumb and he was unable to move his right thumb. On examination deformity, fullness and tenderness was present at anatomical snuffbox. Instability was present at Most thumb CMC dislocations are dorsal and are thought to occur through axial loading of a partially flexed thumb. Motorcyclists may be prone to sustaining this injury and this injury can be missed on initial evaluation. The dislocation will often be reduced before being seen by the surgeon. Clinical diagnosis is then based on identifying the residual instability. Differentiating complete from incomplete ligament rupture is essential, as initial operative treatment is appropriate only for complete disruptions. Closed reduction should be done under adequate analgesia with longitudinal traction, abduction, and extension of the thumb. Place direct pressure on the base of the thumb metacarpal base, displacing it distally, volarly, and ulnarly. Post reduction radiographs should be done to confirm the reduction. 4 Immobilization to be maintained in a thumb spica cast with the thumb held in abduction and extension and pressure placed on the dorsoradial aspect of the metacarpal base. If on radiograph, the sign of persistent subluxation persists, then percutaneous transarticular Kwire fixation should be done. The wires and cast to be removed at 6 weeks and physiotherapy to be started.
Despite successful reduction of acute dislocations of the thumb CMC joint, instability and redislocation are common, and early ligament reconstruction may be necessary. 2, 4 It is important to monitor the patient radiographically after K-wire removal at frequent intervals until it is certain that stability has been achieved. 
